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Work in Progress is a publication series based on the work 
of the Stone Center for Developmental Services and Studies of 
Wellesley College, and it includes papers presented in the 
Center’s Colloquium Series. Work in Progress reflects the 
Stone Center’s commitment to sharing information with others 
who are interested in fostering psychological well-being, 
preventing emotional problems, and providing appropriate 
services to persons who suffer from psychological distress. 
The publication also reflects the Center’s belief that it is 
important to exchange ideas while they are being developed. 
Many of the papers, therefore, are intended to stimulate dis¬ 
cussion and dialog while others represent finished research 
reports. 

For those papers which are part of the Colloquium Series 
each document includes the substantive material presented 
by the lecturer, information about the speaker, and, where 
appropriate, a summary of the subsequent discussion 
session. The Colloquium Series, held at the College, offers 
professionals and students in mental health fields the oppor¬ 
tunity to hear from and to share innovative ideas with leading 
investigators, theorists, and service providers. 
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psychological androgyny and on the implications of 
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Abstract 

New understandings of women's psychological 
development shed light on the relationship between 
conditions that enhance women's growth in 
psychotherapy and the sex of the therapist. 
Psychotherapy research suggests that the source of 
therapeutic gain is the client-therapist relationship, and 
that women tend to be more effective therapists than 
men, especially with women. Women's core relational 
self structure attunes them to affective connections and 
to the primacy of mutually enhancing, reciprocal 
relatedness—two crucial elements in a positive 
therapeutic relationship. Unfortunately, standard 
psychotherapy training does not focus sufficiently 
either on the process of building affective 
connectedness between client and therapist or on 
knowledge about women, both of which would 
enhance work with women clients. Consequently, 
men—who share neither women's core relational self 
structure nor their personal experiences—get little 
professional guidance in developing the qualities that 
are most essential to optimal work with women clients. 
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Colloquium: 

Female or Male 
Psychotherapists 
for Women: 

New Formulations 

Alexandra G. Kaplan, Ph.D. 

Should women see only women therapists? This 
question is provocative: An affirmative answer 
threatens the livelihood of many practitioners; a 
negative answer intimates that the sex of a therapist is 
irrelevant to therapy. The question stirs personal and 
economic fears that lurk behind the more academic 
issue of "gender influences in the process of 
psychotherapy," for it potentially implies that the 
majority of practitioners (men) may be unqualified to 
treat the majority of patients (women). 

To advance discussion of this issue, this paper will 
emphasize several points: First, the focus will be the 
actions of the therapist, not the decisionmaking 
process of the patient. No one theory can predict to the 
individual situation; the final selection is an agreement 
between two specific individuals, not between an 
abstract “woman" and an abstract “man.” Second, 
given the focus on the therapist, the question becomes 
not whether women or men offer the best therapy for 
women, but rather, "What therapeutic conditions are 
most likely to facilitate women’s emotional growth, and 
how best can those conditions be established in 
therapy?" This loaded question in turn contains two 
sub-questions: (1) Are there specific conditions that 
especially facilitate women’s emotional growth? (2) If 
such conditions exist, how are they affected by 
therapist gender? To address these questions, I will 
integrate ideas from psychotherapy research and 
psychoanalysis with others from the study of women's 
psychology and development. 
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Gender effects in therapy 

Answers to the question of whether sex of therapist 
has an effect on clinical work can be examined within 
two related but distinct bodies of literature- 
psychotherapy research and psychoanalysis. 

Psychotherapy research 

In psychotherapy research, there has been a fair 
amount of attention in recent years to the effect of 
patient* and therapist gender. 1 The overall conclusion 
commonly drawn from studies of psychotherapy 
process is that there is yet no clear, replicable evidence 
of a strong and specific gender effect. 2,3 Typically, this 
is explained by noting that sex of patient and/or 
therapist is but one of many factors which influence the 
process of therapy. Consequently, it is argued, 
research methods must improve to incorporate 
multiple factors; the answer, then, is to be found in 
increasingly complex multivariate analyses. But the 
reduction of therapy to its component variables, 
however carefully operationalized and analyzed, 
cannot capture the subtle realm of inner and 
interpersonal experience in which gender probably 
has its most profound influence. The absence of 
replicable gender effects in therapy, in other words, 
may be more a function of method than of a real 
absence of potentially discernible effects. More 
intense, thematic attention to interactional elements in 
the therapeutic process might be a more fruitful—albeit 
more difficult—way to discern gender effects in therapy. 

Psychoanalysis 

The second major body of literature which bears on 
the question of gender effects in therapy is that of 
psychoanalysis. Although Freud 4 suggested that sex of 
therapist may influence the psychoanalytic 
relationship, psychoanalysts rarely have explored the 
full implications of this possibility. This neglect follows 
from the general character of psychoanalysis as an 
interpretive discipline. Thus, bringing infantile conflicts 
to awareness took precedence over analysis of the 
emotional interplay in the therapy hour. This pattern has 
been changing in the last few decades, however. 
Recent writings by Langs, 5 Gill, 6 and Stone 7 highlight 
the critical importance for psychoanalysis of what can 
succinctly be called the "here and now.” Analysis, as 
Stone observes, is in part an “actual adult relationship 
between patient and analyst..." In that relationship the 
therapist, as experienced by the patient, plays a 

* Throughout this paper, “client" and “patient" are used 
interchangeably. We are not satisfied with either word, in 
that “patient” does not seem fully appropriate in speaking of 
psychotherapy, while “client" suggests a formal, legal 
relationship. It is noteworthy that there is no independent 
word for someone who seeks psychotherapy. 


distinct role in influencing the transference that evolves. 

While some psychoanalysts 8,9 identify sex of 
therapist as one of the salient relational features 
of the “here and now” situation, few have explored the 
ramifications of gender-related issues beyond passing 
mention of “mother transference” and “father 
transference." This is at variance, however, with 
regularly reported findings in the social science 
research literature that suggest that gender is a 
"master variable” 10 in the construction of 
human interaction. 

Male-female differences 

There is increasing support, in a number of research 
areas, for the position that there are major and 
significant ways in which women live psychologically in 
“worlds apart:" Men and women have different values 
by which moral reasoning is constructed. 11 They vary 
widely in certain modes of communication, both 
verbal 12 and nonverbal. 13 They have different 
definitions and experiences of success and 
achievement. 14 They have fundamentally different 
experiences in the home and in the paid labor force. 15 
They differ in their expression of intimacy and 
sexuality. 16 And, finally, they may have fundamentally 
different courses of psychological 
development. 17,18,19,11 

Across this range of experience and expression, two 
common themes characterize the gender differences: 
(1) When status is at issue—such as in verbal and 
nonverbal communication and in family and labor force 
roles—men’s responses reflect and convey a position 
of dominance, while women’s responses reflect and 
convey a position of subordination. The distinctions 
between these two positions and their psychological 
ramifications have been portrayed by Miller. 18 (2) In 
those areas of research that depend directly or 
indirectly on key aspects of sense of self (moral 
reasoning, roles at home and in the labor force and 
self-development), women’s responses typically 
portray the self as relational being, while men’s 
responses typically reflect an autonomous and 
separate sense of self. 11,18 

Effects in therapy 

Given the breadth of experience in which gender 
differences in status and sense of self play a central 
role, it is reasonable to speculate that these same 
distinctions will influence the psychotherapeutic 
relationship. 20 Both issues are crucial: Status is played 
out in the relative power and authority held by client and 
therapist. Appropriate recognition of the status 
differential is essential for a viable, trusting therapy 
relationship. The “nature of the self,” in turn, may be 
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considered the heart and soul of the therapy work. The 
therapist's own self-structure and concept of the 
healthy self will shape her or his presence with the client 
and the basic direction of their work. 

In the most general sense, I am proposing that 
female therapists working with women bring to their role 
some sense of their core self (and, by extension, their 
patient's self) as a relational being, and also some 
internalized experience of being in a subordinate 
position. By contrast, male therapists bring to their role 
some sense of a core self (for them and their patients) 
as a separate, autonomous being, and an internalized 
experience of being in a dominant position. Wide 
variations exist, of course, in the degree to which 
members of each sex hold and reflect such postures. 
There also are wide variations in the extent to which 
members of each sex modify their personal positions 
through their own therapy and clinical training. 

A woman therapist, for example, might be especially 
cognizant of present, interactional considerations in 
her clinical work and more receptive to the client’s 
ongoing affective experience. She might be 
particularly apt to use herself as an empathic vehicle 
through which greater understanding of the client is 
reached. She also might be especially sensitive to the 
dangers of overstepping the boundaries of her 
authority, concerned about making arbitrary or 
capricious decisions, and likely to check out the 
meaning of her decisions for her client—or wonder if a 
decision was the best one. 

A male therapist, in turn, might build less on affective 
connectedness and more on questioning or 
interpreting the client's remarks. Affect might be 
handled more in terms of its transferential implications 
and less as a process of mutual exploration within the 
ongoing therapy relationship. He probably would be 
comfortable with the dominant aspects of the therapist 
role, less apt to worry about overstepping boundaries, 
and less likely to weigh his decisionmaking process 
based on the client's reaction. 

I offer these formulations as samples of hypotheses 
suggested by our knowledge of women’s and men’s 
personality development; careful research is required 
to assess their validity. There is now a great deal of 
evidence on gender differences in personality style in 
general, but whether, how, and when these are injected 
into the therapy hour remains to be demonstrated. 
Obviously we cannot afford to put treatment aside until 
all the evidence is in. Much of our clinical work, after all, 
is based on formulations that have yet to be tested. It is 
possible, then, to consider some likely effects on work 
with women clients if male and female therapists 
generally bring these different styles to their clinical 


work. The literature on psychotherapy outcome studies 
sheds some light on this question. 

Therapist gender and 
success rates in therapy 

As with other areas of psychotherapy research, the 
study of gender influence on outcome has generated 
inconsistent results, wide variations in operationalizing 
terms (most importantly of “success”), and different 
conclusions based on similar patterns of findings. 
However, while no definitive statements can be made, 
certain general trends have begun to emerge. Mogul 2 
has recently summarized the findings on therapist 
gender and patient satisfaction or benefit: “...there 
appear to be some demonstrable trends, under certain 
circumstances, toward greater patient satisfaction or 
benefit from psychotherapy with female therapists and 
no studies showing such trends with male therapists." 
This situation does not apply equally to all male and all 
female therapists. Specifically, a gender effect is less 
apparent with experienced therapists than with 
inexperienced therapists. 21,22 The data presented by 
Howard and Orlinsky 21 from a study of women out¬ 
patients are instructive. Based on ratings made by two 
independent clinical observers from intake data, 
therapists’ treatment notes, and termination 
summaries, the authors rated each therapist along a 
three-point continuum: (1) those for whom at least 50 
percent of their patients were considerably improved, 
with the rest improved and none worse than before 
therapy; (2) those for whom at least 33 percent were 
considerably improved and fewer than 10 percent were 
worse; (3) those for whom fewer than 50 percent were 
improved and more than 10 percent were worse. Using 
these distinctions, no differences in therapist "quality 
rating" were found between moderately experienced 
(2-6 years) and very experienced (over 7 years) 
women therapists, both of whom were equally as good 
as the very experienced male therapists. These three 
groups had rates of 4 percent worse, and 41 percent 
considerably improved, with the rest improved. In 
contrast to these three groups—moderately and very 
experienced females and very experienced males— 
the moderately experienced males had at least twice 
the others' rate of worse and unchanged patients, and 
half the others’ rate of considerably improved patients. 

Howard and Orlinsky end their paper by stating, “The 
most pressing question that we are left with is: On 
whom are male therapists to practice until they become 
highly experienced?” Upon reflection, I would pose 
their question differently: “What do male therapists gain 
by experience that seems to be in place for only 
moderately experienced women therapists?” Here we 
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need to turn briefly to general reviews of therapy 
outcome, such as those by Bergin and Lampert, 23 
Dent, 24 Gurman, 25 Orlinsky and Howard 26 and Strupp, 
Fox, and Lessler. 27 These reviews concur that, as 
stated succinctly by Orlinsky and Howard, “The 
positive quality of the relational bond, as exemplified in 
the reciprocal interpersonal behavior of the 
participants, is more clearly related to patient 
improvement than are any of the particular treatment 
techniques used by therapists.” There is consistent 
evidence that relational variables are especially 
powerful predictors of outcome 24,28,29,30,31 The 
centrality of the relational bond has been found in 
studies of both psychoanalytic and behavioral 
therapies 32,33 and seems to persist regardless of 
whether the source of data is patient accounts, 
therapists reports, or ratings by nonparticipant 
observers. 

Women’s psychological development 

and the woman patient 

We can now consider the critical relational bond as 
it interacts with the two modes posited to vary in the 
work of female and male therapists. What male 
therapists may gain by experience, and what women 
therapists seem to bring with them to their work, is a 
greater capacity to work in a way that fosters a 
facilitating relationship in therapy. Unfortunately, few 
have explored the quality of interrelationship between 
therapist and patient by which a relational bond has its 
effect. One key component would certainly be therapist 
empathy. 34 The term empathy suggests the capacity to 
take in and appreciate the affective life of another while 
maintaining a sufficient sense of self to permit cognitive 
structuring of that experience. This is a complex and 
multifaceted experience, requiring, at a minimum, an 
ability to understand the nuances of emotional 
expressions, listen for their meaning to the person 
expressing them, and reflect them back to the person 
in a way that will confirm and enrich her or his own 
experience. 

If we turn to developmental theorists for knowledge 
about the development of the capacity for empathy, or 
the more general capacity for experience at the 
relational edge, there is little to aid us. Virtually all 
existing “classic” developmental theories describe 
growth and maturation as a process by which sense of 
self is articulated through increasing levels of 
distinction and separation from others. One learns who 
one is by comparison with what one is not, and one 
becomes increasingly competent to the extent that one 
is able to function autonomously. While the capacity for 
love or intimacy is highlighted at particular stages, 


there is little in the theories to suggest how one evolves 
such capacities or how one becomes a relational being. 

Understanding the possible roots of women’s 
greater capacity to weave a relational bond in therapy 
requires that we turn to recent, preliminary formulations 
about self-development that derive from the female 
experience. Recent writers—for example, Miller, 18 
Giiligan, 11 and Jordan, Surrey, and Kaplan 34 —in 
contrast to the "classic” theorists, argue that women’s 
self-development and self-articulation centrally evolve 
via attention to their relational matrix. Beginning early in 
life, daughters and mothers experience a process of 
mutual identification whereby each responds to the 
feelings and experience of the other in a mutually 
affirming way. This process stimulates awareness of 
the process and quality of interactions and focuses on 
connectedness as a path of growth —not as a means 
toward the end of “separation.” With increasing age, 
girls continue to gain sensitivity to the affective states of 
others and to the value for self development of 
maintaining relational bonds. Such qualities, in turn, are 
validated and supported by others, and become the 
cornerstone of women’s self-image and sense of self. 
Thus, the core self in women is best described as the 
“self-in-relation.” 19 It is a self whose growth and 
development is fostered and enhanced by and through 
relationships and their internalized meanings. Learning 
is enhanced by mutual activity, by learning in context, 
and by the use of cooperative or collaborative modes. 

As the self develops, so does the complexity and 
sophistication of one’s relational matrix. Rather than 
becoming increasingly autonomous, one becomes 
differentiated from others, but at the same time more 
connected to others in ways that enhance one’s own 
development. Similarly, the capacity to facilitate the 
growth of others becomes a validating part of one’s 
own self development. With age, there is also an 
increase in the variety and nuances of relational 
modes. While connections with those from one’s early 
years may be maintained and strengthened, other 
relationships form and develop as well. One's 
“relational repertoire" gains in complexity and breadth, 
as new ways of being in relationship evolve. 

Implications for clinical training 

Within such a framework, psychotherapy becomes 
one specific experience of the more general pattern of 
self-in-relation. If this developmental formulation for 
women is valid, then a woman client would gain 
greatest self-awareness and stimulus for growth by 
experiencing the self in relation. This involves a 
genuine sense that the therapist has truly heard what 
she is saying and can validate her experience by an 
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appropriate response. Comments and interpretations 
from the therapist that even may be “correct” 
dynamically may feel distancing or even damaging if 
they serve as barriers between the therapist and the 
patient's own experience. 

We are far from knowing what qualities within the 
therapist can foster empathic listening in a way that can 
assure true engagement with the patient, but several 
dimensions seem critical. Assuming that all therapists 
work from some implicit or explicit theory of the nature 
of the self, the closer this theory comes to a correct 
formulation of women’s relational self, the more likely it 
is that the therapist will be at one with the patient in 
identifying salient features of her experience. 

To the extent that theory disconfirms women’s 
experience, it can result in therapy that is useless or 
damaging to the patient. 

Even more important, the therapist herself or himself 
can be more or less open to "taking in” the nature of 
women’s lives—"taking in” both the quality of their daily 
experience and the associated affect. This requires a 
capacity to be receptive to the state of another with 
minimal interference from one’s own needs that would 
negate or disconfirm whatever the patients express. 
This phenomenon is broader than the usual concept of 
countertransference, or response to the patient based 
on the therapist’s conflicts or feelings. I am speaking of 
the larger notion of the therapist's basic assumptions 
and preconceptions of women and men, of a 
fundamental way that she or he sees the world, of basic 
understandings about appropriate .and meaningful 
ways of being. 

When judging the extent to which a therapist's 
theories, attitudes, and beliefs confirm women’s 
experience, one cannot make absolute distinctions 
between female and male therapists, but several 
observations are worth noting. The vast majority of 
recent documents on the psychology of women are 
written and read by women, and professional 
presentations bearing on women's psychology are 
attended by many more women than men. Thus it is 
likely that women, more than men, will practice therapy 
that is informed by important new understandings of 
the female experience. Further, men are les&jlikely than 
women to be able to confirm the validity of their women 
clients’ experience by direct reference to their own 
lives, and it is possible that women clients will report 
feelings and events that challenge or disconfirm a male 
therapist’s own experience. This could lead to 

difficulties in the therapist’s drawing on his own 
affective life as a basis for intervention. At one level, a 
male therapist could approach unfamiliar affect or 
experience warily, curiously, perhaps seeking to draw 


it out—but without a direct connection to the client’s 
state. At worst, he could judge the client’s response in 
terms of his own experience, and thereby interpret a 
viable (but different) reaction as something 
pathological. The therapist's reaction, in turn, might be 
to explore the historical or transferential implications of 
the client’s comments rather than to build on his own 
empathic connection with the client’s 
affective experience. 

Men may have additional work to do, therefore, in 
preparing themselves for work with women clients. This 
speculation is supported by findings reported by 
Orlinsky and Howard. 26 In their study of the therapy 
experience of 118 female clients, those seeing male 
therapists reported more eroticized affection, anger, 
inhibition, and depression than those seeing female 
therapists. After therapy, the women with male 
therapists saw themselves as less self-possessed, less 
open, and more self-critical than did the women with 
female therapists. The male therapists were described 
by their patients as more demanding, less 
encouraging, and less expansive than were their 
female counterparts. 

The trainee’s experience 

Unfortunately, few of these issues are regularly 
addressed in training programs of any of the major 
clinical disciplines. Standard training curricula tend to 
emphasize cognitive elements such as 
psychodynamic formulations and techniques of 
intervention, with much less attention given to 
developing a capacity for empathic understanding and 
opening oneself to the client’s experience. The more 
conceptual components are, of course, necessary and 
important elements of one's learning. But training 
seems to stop at the point of translating these 
formulations into a way of being with the client that best 
facilitates genuine openness to and communication 
with the client. In early training experiences, one is 
more often judged by what one knows rather than by 
one’s capacity to take in accurately the affective 
experience of another. Even the capacity to listen is at 
times reduced to specific techniques—e.g., 
maintaining eye contact, reflecting back, developing 
“listening skills.” 

This situation is only partially remedied in 
supervision, the process where the most thorough 
exploration of ongoing clinical interaction could occur. 
By and large, supervision also tends to focus on 
cognitive formulations rather than on the immediacy of 
contact during the therapy hour. An entire supervisory 
hour can be spent on elucidating the client's history, 
identifying key intrapsychic dynamics, and evolving 
diagnostic formulations without exploring the clinical 
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process of listening and responding. Again, diagnosis 
and dynamics are clearly important as the framework 
out of which the actual clinical work evolves. But they 
are the beginning point, not the entire process. More 
importantly, such an emphasis on cognitive 
formulations can work against the therapist's 
availability to the patient. The therapist who is focused 
on “conceptualizing” what the patient is saying is 
turning attention away from contact with the patient, 
away from sensitivity to the nuances of the client’s 
experience, and away from empathic connectedness. 

To the extent that relational issues are discussed in 
supervision, too often they are assessed in terms of 
their potential negative impact. That is, much more 
seems to be known about how a therapist can relate 
poorly than how a therapist can relate well. For 
example, there are the “problems” of 
“overinvolvement,” "fostering dependency,” or "being 
manipulated.” All of these can and do occur in therapy, 
and they warrant attention and correction. But in the 
absence of knowing more beneficial modes of relating, 
the tendency may be to compensate by greater 
distance rather than by more accurate empathy. It is 
noteworthy that there are no parallel common terms for 
“underinvolvement," “fostering disconnectedness,” or 
“not responding to the client’s needs." 

Relational issues in psychotherapy 

The application of the theory of the self-in-relation to 
clinical work with women can be illustrated by the use 
of clinical vignettes. The vignettes have been selected 
to demonstrate how theory and interpersonal openness 
consistent with a relational formulation can facilitate 
therapy with women, and, conversely, how theory and 
attitudes that are not relational^ oriented can impede 
this work. Each illustrates how the use—or lack—of a 
relational framework affects progress in psychotherapy. 

Communicating in a way that is 
believable to the patient 

As Stone 35 puts it, “...I have not yet seen a patient 
who wholeheartedly accepted the significance of his 
[sic] neurotic or transference-motivated attitudes or 
behavior if he felt that ‘his reality' was not given just 
due.” This is simply another way of stating the 
importance of the therapist’s ability—by virtue of her or 
his theoretical orientation and assumptions about 
mental health—to speak to and validate the patient's 
own experience. In a therapy dyad of woman patient 
and woman therapist, knowledge of women’s relational 
course of development combined with resonance to 
attendant potential conflicts can provide one route to 
this “believability." 

For example, an upper-middle-class, urban-raised, 


doctoral-level female therapist was working with a 
woman from an impoverished rural background who 
was currently employed as a clerical worker in a large 
company. The patient was subjected to frequent sexual 
and physical provocation from some of her male 
superiors, and she was unable to respond with 
anything but anxiety, self-blame, and withdrawal. In her 
own professional career the therapist had never 
experienced overt harrassment, but had undergone 
subtle instances of discrimination which had led her 
similarly to question her own competence. The 
therapist was working from a theory in which a reaction 
of self-doubt is “expectable,” and she could respond to 
the patient based on their shared internal responses. 
Each woman knew the intense anxiety which muted the 
emergence or expression of anger, and each woman 
had experienced the basic sense that she was 
responsible for the problems she encountered. In the 
therapist’s view, it was her recognition and validation of 
the patient’s reaction, based on their shared 
experience, that was a key factor in consolidating their 
working alliance and moving toward positive change. 

Identifying more with someone in the 
patient’s life than with the patient 
Many of the problems that emerge in therapy with 
women concern their relationships with men—as 
friends, lovers, colleagues, bosses, subordinates and 
frequently as therapists. Racker 36 has suggested that 
therapists should attend to the possible danger of their 
identifying not with the patient, but with one or more of 
the patient’s “internal objects.” This can be extended to 
include danger that the therapist might identify with 
present or past “external” as well as “internal objects” 
in the patient’s life. If the therapist has more in common 
with others in the patient’s life than with the patient, the 
likelihood of this happening will increase. Such a 
situation occurred with a woman patient in her mid¬ 
twenties who was seeing a senior male therapist. The 
patient had recently become involved in a relationship 
with a man to whom she felt increasingly committed. 
She had been struggling with how to handle what she 
saw as the one major obstacle: his tendency to treat her 
“politely”—opening doors, carrying packages, and 
holding her coat for her. She did not want to disrupt the 
relationship or hurt him, but she felt strongly that such 
actions contributed to the subordination of women and 
therefore were symbolically wrong. She came to a 
session reporting an illuminating experience. She and 
her boyfriend did some grocery shopping, and when 
they were finished, he casually took the grocery bag 
(which was not heavy) from her arms. Suddenly she 
had an intense, pervasive sense of shrinking, as though 
her arms were physically being held down and her 
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power being sapped from her. The sensation passed 
quickly but left a profound impact. “For the first time I 
could feel in my gut, not just understand in my head, 
that ‘the political is personal,’” she reported to her 
therapist, somewhat anxiously but with great pride. 
"Now I know I have to discuss it with my boyfriend; if he 
doesn’t mean to undermine me, he’ll at least be open to 
talking about it." The therapist then asked, “Do you 
think there are other ways you might have responded?” 
Considered by itself, this is not a countertherapeutic, 
hostile, or defensive response, and under many 
conditions could lead to some useful explorations. 
However, according to the patient’s experience, this 
was not one of those times. The patient was primarily 
communicating a shift in her own thinking from a 
concern with the consequences of her behavior (Will I 
hurt him if I voice dissatisfaction with what he is doing?) 
to an emphasis on the central importance of making 
explicit her own inner reaction, even at some threat to 
the relationship. Within a relational framework, this was 
a major moment of awareness, requiring attention and 
exploration. By contrast, the therapist’s comment 
served to direct attention not to her own experience of 
self or "self in relation," but rather to the external 
manifestions of her behavior. The patient became 
aware of this shift and tried to convince the therapist 
that it felt more salient to discuss her own reactions than 
her subsequent behavior, and that she experienced his 
suggestion as a challenge to the validity of her feelings. 
The therapist countered that he in no way meant to 
devalue her experience, and the session continued to 
the end with a disagreement between the two about 
what the therapist had meant to say and what the 
patient had heard and responded to. 

Experiencing patient conflicts as 
threats to the therapist’s self-esteem 
A therapist sometimes responds defensively when a 
patient expresses anger or criticism toward another 
and the therapist experiences it as implied criticism of 
her or himself. In such a situation, the therapist’s 
sensitivity to the "meanings” behind the patient’s words 
and gestures can be more influenced by what is 
congruent or unthreatening than by what is central to 
the patient. For example, at a recent psychoanalytic 
conference a presentation was made of a "live 
supervision": 37 In order to illustrate and discuss issues 
of analytic supervision, the candidate presented the 
contents of an analytic hour to his supervisor in front of 
an audience, and the supervisor responded much as 
he would in actual supervision. The candidate and 
supervisor were men, as were the chair, the secretary 
of the panel, and the discussant. The patient was a 
woman. The session under discussion turned on the 


patient’s handling of conflict with others. First she 
reported a dream, the latent content of which was 
identified to the audience, but not to the patient, as 
feelings of criticism toward the analyst. She then 
continued in the vein of how much she hated 
complaining, that complaining made her feel “ugly" 
and "like a witch.” The analyst neither responded to her 
implied criticism of him, nor validated this discomfort. 
Instead he countered her reaction: "What’s the matter 
with complaining? Why should that make you feel 
ugly?” The patient answered, “What do you mean— 
‘What’s the matter with complaining?”’ Her associations 
then led her to relate an incident with some of her fellow 
male students in an advanced mental health training 
program in which one student had called her the “class 
hysteric.” She had retorted, “Then you must be the 
class obsessional," but she felt cowardly and guilty 
about having such a reaction. The therapist’s response 
did not pick up on the continued theme of her 
discomfort with giving criticism, or on the strength of 
her sense of guilt and “ugliness. ” He stated instead that 
he noticed she was smiling as she spoke, and he felt 
that she must be getting pleasure from criticizing and 
being criticized. The patient responded that this 
comment made her feel like the analyst thought that she 
should just take abuse without returning it, to which he 
responded, “I’m not telling you what to do.” Here, the 
therapist in a defensive manner imposed his own reality 
on their interchange, protecting himself at the expense 
of exploring her emotions. The consequences here are 
potentially severe, because the therapist’s own 
formulations suggest that the patient, by criticizing 
others, is injuring others for the sake of her own selfish 
pleasure. This notion that one's own wishes and actions 
can be injurious to others is precisely the precursor of 
the self blame that can inhibit women’s self-expression 
and thwart their self-esteem. From the material the 
analyst presented, this patient is already struggling 
with issues of fear and guilt associated with being 
critical of others, and the therapist’s remarks seem only 
too likely to reinforce this area of conflict rather than 
help the patient toward its resolution. 

A challenge for future training 

Differences in the psychological realities of women 
and men have created obstacles to learning about 
women’s lives through women’s own reports, and to 
empathy with women’s affective experiences. The work 
of both women and men therapists can suffer from 
these obstacles, but we now can identify them more 
systematically for members of each sex. That the 
obstacles exist is not surprising. Traditional 
psychological theory and the cultural mores within 
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which therapy is embedded strongly support and 
affirm the male reality. Men have little encouragement 
in their professional lives to consider the limitations of 
their own experience, to “suspend” their reality, and to 
be receptive to and validate the “other" as it is reflected 
by their women clients. Many women therapists have 
been encouraged to give greater credence to current 
theory and the values in which it is embedded than to 
their own experience, and therefore have been too 
ready to “suspend” their reality in the face of ideas that 
contradict their experience. 

Yet, increasingly, women are demanding to be 
heard. This has implications for the therapy hour, just as 
it has implications for family and work life and social 
structure. Male therapists may need to ponder those 
areas in which they have limited understanding and 
turn to writings by women and the women in their own 
lives for guidance and information. But such a stance 
typically is not encouraged in men. In part, it calls for a 
measure of humility, recognizing that one has much to 
learn from others, and that new learning might threaten 
what one already “knows” or believes. In part, it means 
developing receptivity to the experience of another 
along with a suspension of one's own preconceptions. 
Some argue that this goes against the basic structure 
of our culture’s historical models of thinking. If so, it 
poses a formidable challenge. 

The risk for men is that, as part of the majority culture, 
they will respond in a defensive, invalidating way to 
those whose experiences are different and directly 
challenge their own. There is some evidence that this 
pattern does occur with male therapists and female 
patients, to the detriment of the women’s satisfaction 
with their treatment. The challenge presented to male 
therapists is great, but the potential gains in personal 
and professional growth are even greater. 

Many women, therapists or not, are not yet 
accustomed to guiding others and giving information 
openly. Certainly the culture has not fostered such 
characteristics. Where theory conflicted with their 
own intense emotional experience, some women 
therapists have opted for theory and seeming “safety,” 
attempting to resolve conflict in a way that ultimately is 
detrimental to themselves as well as their clients. 
Nonetheless, the research I have cited suggested that 
in the privacy of their offices some of their basic 
relational values came through—in spite of their 
socialization and professional training. 

Full and open discussion of these issues in all 
therapy training would constitute a major stride toward 
growth among therapists of both sexes. Such 
discussions would be initiated ideally at the very 
beginning of therapeutic training and continue 


throughout its course. 

Such training would validate self-exploration and lay 
the groundwork for continued work toward genuine 
understanding of differences in women's and men’s 
experience. Until such concerns are addressed as a 
matter of course in major training facilities, it is unlikely 
that individual practitioners will have the impetus or 
support to undertake this important and difficult work 
by themselves. 
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Discussion Summary 

After each colloquium lecture, a discussion session 
is held so that students and visitors can exchange 
ideas with each other and with the speaker. Questions, 
responses, and highlights of the discussion are 
selected, summarized, edited, and presented here to 
expand and clarify the speaker's ideas. In this session 
Dr. Jean Baker Miller and Dr. Janet Surrey of the Stone 
Center joined Dr. Kaplan in leading the discussion. 


Question: As a male therapist listening to your ideas, 

I had two reactions: (1) I thought you were discounting 
the effects of training for psychotherapists. (2) I thought 
you were saying the current separation/individuation 
theory automatically idealizes being disconnected, 
and that's not my understanding of what separation/ 
individuation means. 

Kaplan: I didn't mean idealizing disconnection, but I 
do mean that the theory places central emphasis 
throughout development on separation and not on 
relational bonds. 

Miller: Major theories (until women offered some 
alternatives) have mapped the route to connectedness 
via ongoing separation at critical life phases. That’s in 
direct contrast to later theories that view development 
as connectedness and see it occurring through 
continual experience with connectedness. 

Comment: I was wondering whether anyone has 
systematically studied those patients who asked 
specifically for a male or a female therapist. In my 
experience it doesn’t happen often, and I’ve never 
been clear about what the common theme is that elicits 
the request. I find that more men will ask for men, and 
when you ask why, it’s because they really devalue 
females. In fact, they say rather clearly that they don’t 
think they can get anything out of seeing a woman 
therapist. 

Kaplan: Certainly it has been true that until recently 
most people, men and women, preferred male 
therapists. Studies indicate that most of the reasons 
given had to do with the belief that only men were 
competent. But now that is changing. In recent years 
more women are seeking women therapists, and some 
men are too. For the first time male therapists are 
feeling a drain on their client load as more and more 
women seek women therapists. However, I believe that 
among women a significant minority—perhaps even a 
majority—may still believe that only men can be 
competent enough. But many other women are 
broadening their definition of competence to include 
empathy as we have described it, and are therefore 


recognizing the value of seeing women therapists. 

Surrey: The number of men seeing women therapists 
is still quite low. In private practice there just are not as 
many consultations or assignments in that direction. 
Most men therapists I know are seeing about half and 
half, or women slightly outnumber men in their 
caseloads. Most women therapists I know are seeing 
only 5 to 10 percent men patients. 

Comment: There are many kinds of therapists— 
psychiatric nurses, social workers, psychologists, 
psychiatrists, and others. In the past if someone 
wanted to go to a psychiatrist, she probably would see 
a man. But now women can find women therapists with 
all kinds of degrees, and now we’re thinking more about 
what kind of person we want to see, a rather than what 
kind of degree the therapist holds. I think we should 
refer a woman to a woman therapist; men’s ideas have 
been changing, but not enough yet, and there are many 
good women therapists. 

Comment: I was wondering about your example of 
the worker who related her history of sexual 
harrassment, and I'm thinking about how the 
connection that the therapist and client experienced 
was borne out of their shared oppression. I wonder: 
Somewhere in men’s training, could they be made 
aware of their own oppression? Or is the answer more 
in specific interpersonal skills that men need to learn in 
relating to women? Where is the emphasis needed? 

Kaplan: I don’t think that skill training is sufficient, 
although I think that’s typically what is stressed in the 
literature and in training programs. Perhaps the most 
important challenge is to encourage men to probe the 
emotions in their own experiences, whatever they are, 
possibly including their feelings of oppression. If 
oppression is part of their experience, it is extremely 
important to be able to get in touch with it—to get 
beyond the sort of “competent defense” that is 
common at least in many male students. But maybe 
men also need to get in touch with their experience of 
being an oppressor—something that is very difficult for 
everyone. 

Question: I think that in general men who go into the 
mental health field operate less in the agentic mode 
than men who choose other areas of work. Do you 
agree with this? Are there studies on men who go into 
mental health professions compared to men who 
pursue other jobs? 

Kaplan: I can’t report specifically on findings from 
studies, but I think that some men who go into the 
therapeutic or human services fields may have a 
relational quality that is not as harsh as that shown by 
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men in other fields. Another notion which I heard 
recently from a man is that he knew of some studies 
which suggest that men in this field who are more 
communal or relational or affective also tend to be more 
conflicted about it than men in other fields. That notion, 
taking into account the behavior and the defense 
against it, fits some of my experience in mental health. 

Question: Under what conditions might one 
recommend a male therapist for a female client? 

Kaplan: That’s a hard question to answer in the 
abstract. I have stressed that the focus here is not on 
the individual decisionmaking level. Instead, I have 
tried to stress our current knowledge and its 
implications for training all therapists. If a woman 
wanted to see a male therapist, I would honor her 
request. There are no cut-and-dried psychodynamic 
guidelines on this point, however. A few people might 
say, “If she has difficulties with her father, she should 
see a man," or “If she has difficulties with her mother, 
she should see a man.” I don't believe its is fruitful to 
think that way. I believe each person warrants a 
thoughtful decision based in part on what we know 
about general distinctions between men and women 
therapists, and in part on the specific characteristics 
and wishes of the woman client. 

Surrey: Basically I agree. The other way the question 
is asked means more to me, however—that is, when 
would I specifically refer a woman to a woman? I think 
there are a lot more cases where I specifically would 
refer a woman to a woman than cases where I would 
make a specific referral to a man. I think the reasons for 
a woman seeing a woman are much more powerful 
than reasons in the other direction. 

Kaplan: Studies are adding knowledge on other 
pertinent factors too: Women simply are safer with 
women therapists, because it is estimated that one of 
every ten female clients has been sexually abused by 
her male therapist. That’s a fairly high incidence, and 
unless there is a particular man whom I know and trust, 

I am not willing to expose a client to that risk. 

Question: I think there are many women who don’t 
have a lot of women friends and who consciously 
respect and value agency exemplified by a male 
model. Wouldn’t these women need to go to a man—at 
least in terms of forming an initial alliance? 

Miller: Perhaps some women devalue women to such 
an extent that they may be able to go to a male therapist 
only, at least as an initial step. They may later move to 
a point where they would be less devaluing of women 
and then could work with a woman therapist. Some 
good male therapists have discussed such situations 


with me and have asked for help with a change to a 
woman therapist after a certain point in therapy. 

Question: I'm one of those “communal men with 
defenses,” and the word nurturing interests me in 
distinguishing between women and men therapists. I 
wonder if it wouldn't be important to try and distinguish 
nurturing from growth promoting? 

Kaplan: Let me “cheat” a little and ask you a question: 
Why did you raise that question? In other words, is there 
anything uncomfortable about thinking of yourself as a 
nurturer? I would guess that nurturing is so often 
connected to women that it feels you are being asked 
to do “women’s work,” and in our society women’s work 
is devalued. It may feel more egosyntonic as a man to 
think of growth promoting. It sounds more agentic and 
active, and at least it’s not stereotyped as female. 

Surrey: Nurturing does not mean just "gratifying” in a 
“bad” sense—such as reinforcing stagnation, or 
satisfying inappropriate demands. 

Question: What do you see as the importance of the 
social class or the race of the therapist as compared to 
the sex of the therapist? Would it be better, for example, 
to refer a black woman to a black man than to a white 
woman? 

Kaplan: I believe that the ideal is always to take sex, 
race, and class into account in making referrals, and I 
certainly consider race as important as sex. Class is 
more complicated, because the social class in 
adulthood for most therapists is middle to upper middle 
class. On the matter of race, the reality is that there are 
not nearly enough black women therapists to make 
referrals for black women who seek help. To ignore 
either sex or race as a consideration is to ignore 
something very important. It's impossible to say which 
is more important. 

Miller: Sometimes there are specifics that make it 
clear. For example, I interviewed a black woman who 
had been raped. She felt she absolutely could not see 
a male therapist. I believed it would have been best if 
there had been a black woman therapist for her, but 
there was none in that town at that time. I also have seen 
specific situations where class differences were so 
pronounced that therapy just could not begin because 
the therapist couldn’t really understand or speak the 
client’s language. For this, too, I believe therapists 
need special training—and an attitude of true interest 
in and the ability to value a reality different from 
their own. 

Question: In the same vein, would you suggest that 
gay clients see gay therapists? 
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Kaplan: Here again the most important point would 
be to know whom the client wanted to see, and to have 
available a referral list that included gay and lesbian 
therapists. It is also essential with lesbians or gay 
men—or anyone —not to refer to a therapist who is 
homophobic, or to a therapist who has a low level of 
consciousness about the need to struggle with her or 
his homophobia. 

Comment: I would like to refer to something you said 
about referring black patients to black therapists. I think 
that making an automatic response devalues the 
patient and the therapist, saying we can't communicate 
with each other if we aren’t the same. It seems to foster 
divisiveness among people rather than working to 
break down barriers. 

Kaplan: I agree with you that the main point is to get 
beyond automatic decisions. I was saying that I can’t 
make a judgment between race or sex in the abstract. 
Tonight we have been exploring the systematic 
tendencies of therapists in regard to gender. Similarly, 
it is important to continue to explore the tendencies 
related to race, class, and sexual preference—and the 
relevance of these factors to training programs and to 
those who lead and make decisions about training 
programs. 
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